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Decisions Made by Physiotherapists: A Study of Private
Practitioners in Victoria
This paper addresses the kinds of decisions
physiotherapists in Victoria are making about
their clients, including those presenting with
referral and those presenting to the physio-
therapist as first contact. A survey of private
practiti,oners provided data concerning the in-
cidence\ of primary contact practice, and the
source atnd content of medical referrals.
Theincidence of primary contact practice and
the management of these clients is documented
and discussed with respect to the physiothera-
pists' referral relationship with medical practi-
tioners. Medical referrals are described and the
physiotherapists' compliance with treatment
prescription is discussed. Implications for
optimal decision-making are discussed in rela-
tion to biassed choice.
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In recent years the Physiotherapy
profession in Australia has undergone
important growth and development. A
decade ago, the Federal Council of the
Australian Physiotherapy Association
(APA) voted to rescind its first ethical
principle which required its members
to work only with clients referred from
medical or dental practitioners (Min-
utes of the FederaI Council of the APA,
1977, passim). The APA believed that
the profession was capable of assuming
responsibility for its own skills in an
open medical marketplace and that
physiotherapists had a role in the
initiation of preventive care. During
the previous decade the knowledge
base, evaluation techniques and treat-
mentskills open to the profession had
grown to the extent that it was reason-
able to predict that the medical profes-
sion would be poorly informed of the
treatment and prevention options open
to therapists and that general medical
practitioners would have limited skills
in the diagnosis of movement dys...
function. The rescission may have been
timely but there were implications for
practice, including therapist account-
ability in the areas of diagnosis and
referral, and important changes in the
dynamics of the professional relation-
ship between physiotherapists and doc-
tOrs.
In 1982 members of the APAex-
pressed the need for research into all
aspects of the delivery ofPhysio-
therapy services (The Australian Jour"""
nal ofPhysiotherapy, December 1982).
Before the rescission there was little
information available about the profes--
sion other than state based manpower
surveys (Refshaugeand Duckett 1976,
Health Commission of New South
Wales 1975). Since that time studies
have been conducted to clarify the de-
mographic structure and work roles of
the profession (AustralianPhysio-
therapy Association, Victorian Branch
1986, Cole 1985, Galley 1985, Jordan
1981, McLoghlin and Westbrook 1984,
Nordholmand Westbrook 1985, West-
brook and Norholm 1982). However,
there is virtually no documentation of
the decision tasks required of Aug--
tralian physiotherapists other than
studies in decision-making among
manipulative therapists (Cunningham
1982, McPhate 1984, Walker 1984).
As primary contact practitioners,
physiotherapists are required to make
independent referral and treatment de-
cisions. Optimal service delivery is
dependent on optimal independent de-
cision-making. It seemed timely to in-
vestigate the decision environment of
the physiotherapist and to describe fac-
tors: which may introduce decision bias
or have ramifications foraccountabil-
ity. The decision environment incor-
porates everything which may influ-
ence a decision, including the
characteristics of the task itself and a
complex set of factors affecting or af-
fected by the decision outcome (Ho-
garth 1980). The present study fo-
cussed on the task characteristics
including: the number of clients for
whom therapists were required to make
the primary decision; the souTceof re-
ferred clients; the incidence of prescrip-
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tive versus open referral; the potential
biassing effects of referral source and
physiotherapist-doctor communica-
tion. In addition the study investigated
ways in which physiotherapists get
feedback op the outcome of their de-
cisions as incomplete feedback has been
suggested to bias decision-making
(Bus:llyhead and Christensen-Syalanzki
1981.).
Historically, the referral relationship
between medical practitioners and
physiotherapists was prescriptive and
theresportsibility for the diagnosis and
treatment decisions rested with the
doctor (Forster 1975). Today there is
shared understanding among local
physiotherapists that the medical re-
ferral is often no more than a formal
handover of the client. Open referral
in which the patient is passed from the
medical practitioner to the physio-
therapist for assessment and treAtment
is regarded by therapists as the norm
but there is no supporting documen-
tation. Williams (1983) reported that
prescriptive referral was ona decline
in Britain, but 74 percent of referring
physicians responding to a utilization
study in North America (Uili, Sheperd
and Savinar 1984) indicated a prefer-
ence for prescriptive referraL The per;.,
petuation of prescriptive referral is of
concern. Utilization studies describing'
the link between knowledge or beliefs
about physiotherapy and the use made
of the service showed that physicians
were more familiar with traditional
technical procedures used by physical
therapists, such as traction, hot 'packs
and ultrasound, than more recently de-
veloped management strategies (Stan-
ton, Fox, Frangos, Hoover andSpi-
lecki 1985,UiU, Shepard and Savinar
1984 and Ward, 'Williams and Dixon
1976). These studies have been pub-
lished outside Australia, and their find-
ings have yet to be replicated .in this
country.
Inaccurate or misleading .informa-
tion in a referral is also of concern. A
survey of Canadian therapists was con-
ducted by Ross, Roberts and Olson
(1980).. Of 87 respondents, 36.9 per
cent reported that doctors prescribed
incorrect treatment more than 25 per
cent of the time. Sixty-nine per cent
indicated that doctors did not under-
stand what physiotherapists can do,
what physiotherapy consists of and
what results physiotherapy can get. An
inaccurate referral may adversely in-
fluence physiotherapists decisions. In
their research into the process of med-
ical diagnosis,Elstein, Shulman and
Sprafka (1978) suggested that a diag-
nosis in a referral .would constitute a
bias in the decision environment. They
suggested that a diagnosis provides a
perspective on the patient's problem
which cannot be ignored. In an analysis
of ·referral processes between medical
practitioners,Dowie (1980) found an
association between the diagnostic con..
tent of the referral letter and the plan-
ning of diagnostic tests. The presen..
tation of the task has been show to
influence the way the available infor-
mation is structured and the way the
decision-maker subsequently behaves
(for example the studies of Simon and
Hayes (1976) on problem isomorphs
and Dowie (1980) on medical referrals;
for further discussion 'Carroll (1980),
and Einhorn (1980». The implication
for referral is that therapists would be
more likely to test the doctor's diag-
nosis than approach the patient with a
'tabula rasa' . Referral information may
produce an initial structuring oCa
problem in the mind of the therapist,
especially if the referral is both plau-
sible and from a source the therapist
judges to be reliable.. It.has been dem-
onstrated that judges ignore conflicting
evidence and seek information to con-
firm rather than challenge their hy-
potheses ·(Doherty, Mynatt, Tweney
and Schiavo 1979; Elstein etal 1978;
Kern and Doherty 1982). An inaccurate
referral diagnosis may well act as a
barrier to effective decision-making by
physiotherapists.
Accountable behaviour was another
issue. Blair (1979) expressed concern
that physiotherapists may operate in-
dependently of medical consultation.
In Australia there was an expression
of confidence that therapists would be-
have responsibly (Galley 1977). The
APA Standing Committee on Contin-
uing Education, in a memorandum to
the Federal Council stated .that peer
review was 'integral to ... maintain..
ing professional discipline in the light
of primary contact practice' (Memo..
randum 17/2/77). If it was feared that
the profession would not accept the
challenge of primary contact practice
with a responsible attitude, it is sur-
prising that a system for monitoring
the effects was not established at the
time. Little has been done since.
McLoghlin and Westbrook (1984) re-
ported ona study of 71 private prac-
titioners in New South Wales and con-
cluded that the introduction of first
contact practice had 'not yet had a
significant impact on the doctor ..
physiotherapist referral system'.
Objectives
The study objectives were to
describe:
I Sources of referral tophysiothera-
pists including patients presenting to
the therapists as first contact.
2 Characteristics of referral letters to
physiotherapists, in particular the in-
cidence of treatment prescription and
the content of the prescriptions.
3 Physiotherapists ' dependency/ re-
ciprocity in referral relationships with
doctors.
4 The effects of source of referral on
the physiotherapists' compliance
with treatment prescriptions.
5 'Physiotherapists' actions in respect
of patients presenting without refer-
ral.
6 Physiotherapists' methods of deter..
mining the effectiveness of treatment
and their methods of obtaining the
information.
Method
Four methods of investigation were
employed: a survey of a two-week sam-
ple of new client referrals, a retro-
spectivestudy of physiotherapists' rec-
ords,R questionnaire and an
unstructured interview. Both the sur-
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Table t:
Research questions, methods of investigation and samples
Key:
MT- manipulative therapist
GT ---general therapist
Sample
Survey
The study was limited to private
practitioners in the belief that this is
the largest group acting in the primary
contact mode. A single group·was cho-
vey and the records study were de-
signed to provide details of referral
information which may influence the
physiotherapists' decision task and in-
cluded such data as diagnosis, treat-
ment prescription and source of refer-
ral. The questionnaire investigated how
the physiotherapist managed patients
who prt,sented without medical refer-
ral. The unstructured interview ad-
dressed the therapists' perception of
their rol~s as primary contact practi-
tioners, their job satisfaction and their
methods of communication with refer-
ring medical pr,actitioners. As the study
was a broad investigation of physio-
therapy private practice, itseemedap-
propriate to collect some qualitative
information on this topic. Table 1 sum...
marizes the therapist samples, the
methods of investigation and .the re-
search question addressed.
in Table 2 which crosstabulates the
practitioner's years in private practice
with the number of years since grad-
uation. The respondents were generally
well experienced practitioners, with
59.5 per cent having graduated more
than 10 years ago.. Yet the sample was
less experienced in private practice· in
that only 35.5 per cent had more than
10 years in private practice and 30.5
per cent had less than two years.
Subgroup
A .subgroup of 32 APAregistered
private practitioners was drawn to fur-
ther investigate components of the de..
cisionenvironment. This sample was
stratified to include eight female gen-
eralists, eight male generalists, eight
female manipulative therapists and
eight male manipulative therapists. The
subjects were selected from the Aus-
tralian Physiotherapy Association reg-
ister of private practitioners,Mel-
bourne branch (1982) and the register
of Manipulative Therapists . Stratified
random sampling ·continued until all
sections of the sample were complete.
Nine therapists in the original sample
had to be replaced. They included two
therapists working in specialist-type
practices other than manual therapy;
four therapists who were planning va-
cations at the time the author wished
to visit practices; and three therapists
who refused to participate but who did
not offer any reason for declining.
The groups were compared for years
since graduation and years in private
practice. The results are presented in
Table 3. The sample of male> manip-
ulative therapists graduated more re-
cently than the other· three groups, the
mean years since.graduation being 9.25
(range 6-14 years). The other three
groups were similar,with the mean
years since graduation being 17.38 (6-
31) for female manipulative therapists,
20.13 (8-25) for female generalists and
17.. 13 (7-28) for male generalists.. Over-
all the generalists were more experi-
enced private practitioners than the
manipulative therapists. Mean years in
private practice for the generalist le-
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Unstructured
interview
Outcome
feedback
to the therapist
sen in order to confine the size of the
project. A survey protocol was mailed
to an of the 302 physiotherapists listed
in the Victorian Branch of the Austra-
lian Physiotherapy Association register
of private practitioners (1982). Sixty-
two therapists with multiple listings
representing different practice loca-
tions received survey forms for each
practice, therefore 240 therapists re-
ceived the survey protocoL Ten ther-
apists representing ten separate prac-
tices indicated that they would not
participate as they were either no longer
practising or had·a specialised clientele.
This reduced the appropriate sampling
frame from 240 to 230 practices.
Completed surveys were received
from 121 therapists (12 principals and
49 employees) representing 83 practices
(36.1070). The surveys reported details
of 1550 new client referrals. The client
referral was used as the unit of analysis
rather than· the practices or· therapists.
Practices and therapists are represented
many times but each client referral is
represented only once.
The characteristics·of the practition-
ers responding to the survey are shown
Questionnaire
~Management Doctor..therapist
of clients without relationships
medical referral
Decision task
factors
Records study
998 records
Effects of source
of referral
Survey:
1550 new patients
Research topic
PT sample
32 therapists
121 therapists
from
83 practices
8 female MT
8 male MT
8 female GT
8 male GT
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Table 2:
Characteristics of physiotherapists responding to the survey: years
graduatedcrosstabulated with years in private practice· (n= 121)
Table 3:
Characteristics of the subgroup sample of 32 physiotherapists: 8 female
manipulative therapists and 8 femate generalists, 8 male manipulative
therapists and 8 male generalists
Years in private practice
<2 2~5 5-10 >10
Y
e
a <2 6 (1000/o) 6
r (16.2%) (5.00/0)
S
g 2..5 12 (63.2%) 7(36.8%) 19
r (32.4%) (35~00/0) (15.7%)
a
d
u 5..10 12 (50.00/0) 5 (20.8%) 7(29.2%) 24
a (32.4%) (25.0%) (33.3%) (19.8%)
t
e
d >10 7 (9.7 0/0) 8 (11.1 %) 14(19.4%) 43 (59.7%) 72
(18.9%) (40.p%) (66.7%) (100%) (59.5%)
Totals 37 (30.6% ) 20 (16.5%) 21 (17.4%) 43 (35.5%) 121
Females Males
Generalists Manipu.. Generalists Manipu..
. ~ff~ ~ff~
Therapists Therapists
Record Study Protocol
The·physiotherapists in the subgroup
were asked to participate in the records
study. The protocol contained two sec-
tions, one for the referral letter and
one for the physiotherapy record.
Information collected on the referral
letter included referral source and
treatment prescription, and for the
males were 11.43 years (range 3·~22)and
15.25 years (range 5-28) for the gen-
eralist males compared to 5.63 years
(range 1-16) for the female manipula-
tive therapists and 6.63 (3-14) for the
male manipulative therapists. Analysis
of variance indicated that the groups
differed significantly (p > .05) in that
male manipulative therapists were more
recent graduates than the other three
grDups and that manipulative thera-
pists were less experienced private prac-
titioners than the generalists.
Instruments and Procedures
Survey Protocol
The survey protocol contained two
sections, one for demographic infor-
mation and the other requesting refer-
ral details for all new clients presenting
over a ·two week period. New clients
were defined as individuals the thera-
pist had not seen before. An introduc-
tory paragraph stated the objectives of
the survey and promised anonymity to
the respondent. The demographic data
included: years since graduation, years
in private .practice and the estimated
percentage of·clients treated without
referral. New client information
included: referral diagnosis, general de-
scription of the problem, source of re-
ferral or unreferred, requests
mentand the professional s~atus of the
referring doctor. Four examples of how
the survey form should be completed
were given.. Before commencement of
data collection, the survey form was
pilot tested by a group of private prac-
titioners who were not involved in the
later study. They reported that the sur-
vey form was easy to use and they
completed it as requested.
9.25
6.63
P
<0.05
<0.05
ns
ns
<0.01
ns
17.13
15.52
1
1
1
df
1
1
1
17.38
5.63
19.43
11.43
F
4.08
4.02
1.33
0.86
8.13
0.31
Years since graduation
Years in private practice
Years since graduation
main effects
sex
qualifications
2..way effects
Years in private practice
main effects
sex
qualifications
2..way effects
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Figure 1: Sources of referral to physiotherapists (1550 new cases)
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Data Analysis
The data were analysed using both
descriptive statistics, crosstabulations,
and the ANOVA programmes of the
SPSSx package. A criterion of p. <
.01 was adopted for significant differ-
ences where comparisons were made.
selflay person(s)
18.7 0/0
290
~ general practitioner
~ medical specialist
• allied health professional
II lay person(s)
&1 self
Patients Presenting to Physiotherapists
as First Contact
Respondents were asked to estimate
and report the percentage of their· pa-
tientspresentingwithout medical re-
ferral. These figures were analysed and
compared with the overall frequency
ofprimary contact observed among the
1550 cases in the survey. The reported
estimates are presented in Figure 2.
The range of reported percentages
(0-90070) suggests that working in the
primary contact mode is an individual
choice. Five therapists (6070) indicated
that they never accepted patients with-
out medical referral, while four others
were working in practices where the
primary contact figure was 80 percent
or more. The modal value of ·30 per
cent for the therapists' estimates is
lower than the mean of the estimates
(33.5070) showing that ·the mean was
positively skewed by the estimates of
therapists with a high primary contact
element.
The survey itself contained 32.6 per
cent of patients who presented without
tients (12.45070) who presented at the
recommendation of a lay person, such
as a former client and 290 patients who
presented with neither medical or lay
referral (18.71070).
1.61>/0
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Results
Sources of Referral
The open responses on the survey
protocol were encoded into four cate-
gories: other physiotherapists, other
health professionals, lay persons and
self. Lay persons included trainers at
sporting clubs. To describe referral to
physiotherapy these categories were
added to the two medical referral
sources and the frequencies are illus-
trated in Figure 1.
Referrals from medical practitioners
accounted for 1043 (67.29070) of the
patients reported in the survey. Ofthese
771 (49.74OJo) were referred from gen-
eral practitioners and 272 (17 .54070)
from medical specialists. The 24
referrals from other allied health prac-
titioners (1.55070) were made up of 20
(1.29070) from physiotherapists, 2
(0.13070) from dental surgeons and 2.
(0.13070) from chiropractics . The re-
maining 31.16070 comprised 193 pa-
physiotherapy record, details of the
treatment outcome. The practices of
all therapists were. not included. Two
therapists declined participation, indi-
cating that it would be inconvenient,
three did not keep records which could
provide the information sought on
treatment outcome, and two of the
therapis~ had avery high proportion
of phone referrals with. few written let-
ters.Thus the response rate for 'treat-
ment outcome' was 84.4 percent (27
effective respondents) and for 'referral
information' was 87.9 per cent (28 ef-
fective respondents). Different meth-
ods of data storage made it difficult
to maintain a consistent procedure. An
attempt was made to use records of
referred patients only. Nine hundred
and ninety-eight records were sampled.
Unstructured Interview
The unstructured interview enabled
the author to explore the feelings of
the therapists about their role as private
practitioner, their concerns about their
job role relationships, their methods of
managing uncertainties ·in their practice
and, in particular, their satisfaction
with feedback on the outcomes of their
treatments. No instrument was de-
signed for this purpose but some stim-
ulus questions relating to job satis-
faction and feedback from doctors were
developed to initiate discussion.
Questionnaire
A questionnaire was designed to
assess the probability ofa range of
optional clinical behaviours in response
to a patient presenting without referral.
Respondents were asked to allocate a
percentage likelihood to each of five
defined responses. An open category
was offered forbehaviouis which the
questionnaire did not cover. The ques-
tionnairewas completed under the su-
pervision of the author in all but three
cases. In these three cases the therapists
did not have time to complete the ques-
tionnaireduring the visit; two mailed
the questionnaire and one therapist did
not respond.
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estimated percentage of primary contact patients
Figure 2: Patients presenting to physiotherapists as first contact: percentages
reported by survey sample (n = 121)
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'one specific technique'eg ultrasound
and massage; and if 75 percent or
more of the treatment orders were
specified it was encoded as 'treatment
prescribed eg shortwave, quadriceps
and knee flexion exercises.
In all, 477 (44.83070) cases carried
some form of treatment suggestion or
prescription, compared to 586 cases
where the treatment selection was left
open to the therapist and one referral
seeking an opinion only (55.17070 in
total). The cases carrying some form
of prescription included 132 (12.41070)
vague suggestions,90 (8.46OJo) with one
specific order .and 255 (23.97070) which
were 75 per cent or more prescriptive.
The allied health professionals were
then excluded and the sample analysed
to compare the specificity of orders
from general practitioners and medical
specialists. These figures were then
compared with the sample from the
records study which had·a lower inci-
dence ofspecific treatment prescription
than did the survey (24.9070 for the
survey referrals versus 11.8070 in the
records study). However, overall the
indication is that specific prescriptions
occur in less than 25 per cent of cases,
and treatment at the therapists discre-
tion is suggested in more than half of
referrals.
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Figure 3: Incidence of treatment prescription in the survey: 1064 cases
medical referral, comprised of 483 pa-
tients who were lay or self referred,
and 22 from other physiotherapists and
chiropractors, ,giving a total of 505 of
the total 1550 ,cases.
The Incidence of Treatment Prescrip-
tion
Treatment prescriptions reported in
Figure 3 represent 1064 cases referred
frOID the dental practitioners and allied
health professionals as well as the moo..
ical practitioners. The total, number of
cases referred by these groups was 1067.
Three of these cases had incomplete
data. Codes for prescription of treat-
ment and treatment given contained 4
categories: when the treatment decision
was left open, for example 'for physio-
therapy', or 'can you help please?' ,the
prescription was encoded as 'at the
physiotherapist's discretion'; if the re-
ferralgave non-specific instructions,
and the therapist still had to make in-
dependent choices it was encoded as
'vague suggestions',eg beat and exer-
cises; if part of the referral was specific
enough that the physiother,:\pist could
follow the prescription,except for dos-
age, the prescription was encoded as
The Content of the Treatment
Prescription
Free responses to the prescriptions
for treatment section of the survey were
encoded and frequencies computed.
These data also include the prescrip-
tions from dental practitioners and al-
lied health professional as well as the
medical practitioners, (n= 477). The
results are presented in Table 4.
Electrotherapy was the most, fre-
quently ordered treatment modality.
Some form of 'heat' or electrotherapy
was ordered in .248 (51.9070) referrals.
Specifically, ultrasound was the most
frequent order (94 requests) followed
by shortwave diathermy (79 requests).
Some of the modalities collected under
low frequency currents included Inter-
ferential,Transcutaneous nervestimu-
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This is a multi-response table so figures and percentages in the treatment
modality sections do not sum to the total number of prescriptions, nor
do the item percentages sum to the total percentage for each category
orders (49.3070 of referrals). Usually this
was not further qualified (145 cases,
61.7070 of the exercise requests).When
exercise prescription was more specific
it was qualified by purpose (strength-
Table 4:
Treatment prescribed in .477 referrals
Prescribed treatments
Requests for electrotherapy
'\
UltrC\sound
Sho~ave diathermy
Low frequency currents
Microwave diathermy
Infrared radiation
Ultraviolet radiation
Requests for exercise therapy
Unspecified exercise
Specific muscle exercise
Quadriceps (45)
Quadriceps and Hamstrings (5)
Other (7)
Strengthening exercise
Mobilizing exercise
Strengthening & mobilizing exercises
Requests for passive techniques
Passive mobilizing: not specified
Traction
Massage (unspecified)
Manipulation
Deep frictions
Stretches
Strapping
Requests for special techniques
including
Lumbar bracing (Kennedy)
McKenzie programme
Bobath techniques
Rocker board exercises
Orthotic devices
lation· (TENS or Biostim), Jono Mod-
ulator, and Faradism. This group was
seldom requested (14 requests, 2.9 of
referrals). The next most frequentlyor-
dered modality was exercise with 235
477 % of all
orders
248 51.9%
94 19.7%
79 16.6%
14 2.9%
7 1.5%
2 0.4%
1 0.2%
235 49.3%
145 31.4%
57 11.9°/0
32 6.7°/0
20 4.2°/0
16 3.4°/0
181 37.9°/0
74 15.5%
40 8.4%
38 7.9%
19 3.9%
6 1.3%
4 0.80/0
4 0.8%
42 8.8%
0.6%
0.20/0
0.2%
0.4%
4.2%
eningor mobilizing) or by muscle
group. Sixty-eight cases were qualified
by purpose and 57 by muscle group.
Of the 57 cases in which a muscle group
was named, 45 cases named the Quad-
riceps muscle group, and a further 5
the Quadriceps and Hamstrings. Only
7 other muscle groups were named in-
eluding the intrinsics of the foot, the
spinal extensors and the gluteals. Pas-
sive techniques were ordered for 181
cases (37.9070 of referrals). Unspecified
passive joint mobilizing was requested
in 74 cases, manipulation for 19 cases
and traction for 40 cases.. Massage was
ordered 44 times, 38 not specified and
6 deep frictions.
Special physiotherapy techniques
were ordered infrequently (42 cases,
8.81010 of all referrals). Techniques de-
veloped by experts in the clinical field
and who were actually named were re-
quested only 5 times (McKenzie (1980)
exercises once, Kennedy (1965) lumbar
bracing three times,Bobath (1979)
once). The remainder of the special
techniques groups was comprised of
rocker board exercises, gait re-educa-
tion and a variety of prescriptions for
orthoses.
The Dependency/ReciprocityRe.ferral
Relationship between Doctors and
Physiotherapists
Referral relationships with medical
practitioners were the subject of part
of the unstructured interviews with 16
of the 32 therapists who participated
in the observation study.
Effects of Source of Referral on
Compliance
Compliance with the treatment pre-
scription was coded when the therapist
indicated that treatment given was the
same as that prescribed. Modifications
to the prescription were recorded when
the therapists added to, or subtracted
from the prescription or substituted
other modalities for less than 75 per
cent of those prescribed. Different
treatment was recorded when 75 per
cent or more of the treatment pre-
scribed was changed. For example, .if
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Table 5:
Physiotherapists compliance'lwith referral prescriptions: crosstabulation
of compliance by the referring practitioner (470 cases)
Compliance General practitioner Medical specialist Total
Follows 70 83 153
exactly 14.9% 17.7% 32.60/0
45.8% 54.2%
25.40/0 42.80/0
Substitutes up to 20 5 25
75% of modalities 4.3% 1.1 0/ 0 5.3 0/0
80.00/0 20.0%
7.2% 2.6%
Adds modalities 131 83 214
to prescription 27.9% 17.7% 45.5%
61.2% 38.8%
47.5% 42.80/0
Subtracts 18 9 27
from prescription 3.80/0 1.9% 5.7%
66.7% 33.3%
6.5% 4.6%
Treats differently 37 14 51
7.9% 3.0% 10.90/0
72.5% 27.5%
13.40/0 7.2%
Total 276 194 470
X2 =20.56 (4) P <0.001
the doctor prescribed less than 3
.ffiodalities and all were changed or if
the doctor ordered 4 or more modali-
ties no more than one prescribedmo-
dalitywas given. There were 470.re..
ferrals from medical practitioners
carrying treatment prescriptions and for
which the physiotherapist provided
treatiq.ent information. The high level
of change or modification to the pre..
scription (overall 67.4OJo) <suggests that
the therapists were generally not sat-
isfiedwith the referring medical prac-
titioners' selection of treatment tech-
niques. The most frequently observed
modification was an ·addition to the
prescription, ie 214 cases (45.5OJo).
Table 5 illustrates thephysiothera-
pists' compliance with treatment pre-
scriptions from medical specialists .and
general practitioners.
Whereas the physiotherapist carried
out medical specialists' orders in 42.8
per cent cases, only 25.4· per cent of
prescriptions from generalpractition-
ers were foH(\wpilpY~rtly (x24 =20.6,p
< .001).
Actions of Physiotberapists in Respect
of Patients Presenting witboutReferral
Patients presenting to .the therapist
as first contact were identified as those
who were self referred, referred by a
lay person or were sent from a football
or sporting club. Therapists responses
were recorded as percentage probabil-
ities of different actions. As the meas-
ures ·were not independent, multivar-
iate analyses were the most appropriate.
However, MANDVA was not em-
played as the sixth variable was a linear
composite of the other five invalidating
the use of the technique.
Table 6 shows the reported actions
of the therapists crosstabulated with
sex and qualifications.
The most probable action reported
by all therapist groups was to act in-
dependently of medical consultation at
any stage (X =62.9070 probability of this
action). Female generalists reported the
lowest mean probability (0.4 or 40070)
and the female manipulative therapists,
the highest (0.796 or 79.6OJo).Consid-
ering the data overall, themodeprob-
ability that the patient would be treated
by physiotherapy alone was ·0.8; that
is, the most frequent response from
therapists indicated that 80 per.cent of
their primary contact patients would
not be referred toa doctor, nor would.
their doctors be consulted.
Discussion
Primary Contact Practice
The results indicate that .the rescis-
sion of the referral ethic has had a
considerable impact on practice, in that
about one-third of all clients, (32.8070),
present without screening from medical
practitioners. As all respondents .were
working in practices listed in the APA
register, it maybe inferred that these
practices would not have managed these
clients without referral prior to the
rescission.
The estimated percentage of primary
contact patients for the individual ther-
apists responding to the survey had a
broad range (0to 90070). This reinforces
Galley's assertion (1977) that accept-
ance of primary contact patients would
be a matter of choice and not man-
datory. The implication is that mean
values are not the best representation
of the therapists'exposure to or ac-
ceptance ofa primary diagnostician
role. That one third of patients attend
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Table 6:
Management of unreferred patients: responses of therapists in the
subgroup sample (n =31)
Females Males
Manipulative Manipulative
Generalists Therapists Generalists Therapists
Immedlpte
referral 15.71 % 0.14% 1.00% 0.00%
Evaluate
and refer
without
treating 7.86% 3.86% 16.38 6..430/0
Evaluate
and treat 40.00% 79.57% 61.25% 70.71 %
Evaluate
and consult
before
treating 26.43% 2.7f%
Evaluate
treat and
later refer 9.29% 9.430/0
Send for
an X..ray 0.71 % 4.29%
Total 100.00% 100.00%
a physiotherapist as first contact can-
not he interpreted to mean that all
physiotherapists accept and treat pa-
tients without referral at an average
rateaf 32.8 per cent.
In their survey of New South Wales
practitioners, McLoghlin .andWest-
brook (1984) reported a primary con-
tact rate of 21.8 per cent (n = 71,
s= 12.7). A standard deviation of this
magnitude with a mean in the low
twenties suggests that the responses to
their study were .also positively .skewed
although the authors did not report the
range. If the response rates to the sur-
veys, .the range of responses <and the
skewness of the distribution are con-
sidered, the difference in value for pri-
mary contact practice between the New
South Wales practitioners and those
11.63%
100.00%
responding to the survey in Victoria
may not be as great as they appear on
fIrst inspection. Both surveys had the
same percentage of respondents (36070)
which is a low percentage on which to
base firm conclusions, given the vari-
ability in the data. It is not possible to
exclude sampling error in the surveys
as an explanation of the different val-
ues obtained.
The reported figures for manage-
ment of the unreferredpatient by
physiotherapy alone is cause for some
concern. If the therapist decided that
the problem was amenable to manage-
ment by physical therapy, it does not
mean that this would be the optimal
management. While the doctor may.not
be acquainted with the details of
options open to therapists, therapists
may not be in a position to make op-
timal judgments from the range of op-
tions open to the medical profession,
for example immobilization or surgical
options in the management of severe
ligament injuries.
Incidence and Content of ·Treatment
Prescription
The .study provided evidence that
prescriptive referral occurs in less than
25 per cent of referrals, and most re-
ferrals left the management decisions
entirely to the therapist. Even those
referrals coded as prescriptive left dos-
age options and specific choices for
modalities.and exercise to the therapist.
There is ample evidence that Twomey
(1983) ·was .not exaggerating when he
suggested that doctors are 'unaware of
the range and extent of physiotherapy'
and the findings are consistent with
those of North American studies which
have demonstrated the physicians' lack
of knowledge of special therapeutic
techniques and inappropriate treat-
ment prescriptions (Ross etal 1980,
Uill et 0/1984). Any special techniques
recommended,with the exception of
orthotic prescription (4.2070), were rep-
resented in less than 2 percent oreases.
A higher profile for physiotherapists
as manipulative therapists may be sug-
gested by the relatively high percentage
of orders for passive mobilization
(15.5070 of referrals). This figure would
represent the smallest percentage of
these orders. As an order for'mobi-
lization' could be taken to mean 'get
the patient moving', any order for 'mo-
bilization' was separately coded and
not included in the passive mobilizing
category.
Compliance with the prescription or
compliance supported by additional
treatment methods accounted for 78.1
per cent of.all prescriptive referrals. A
question remains as to whether the
treatment prescribed was the most ap-
propriate or whether the therapists
chose to follow orders withoutconsid-
ering the wider range of options open
to them. During the unstructured in-
terviews there Were reports that treat-
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ment prescription had to be negotiated
asa compromise between the thera-
pists' beliefs about appropriate man-
agementand the need to maintain a
working relationship with the referring
doctor. The implication is that factors
other than those relevant to optimal
care may influence the therapists' treat-
ment choices. The treatment prescrip-
~
tion may be acting as a source of bias
in treatment selection.
Doctor-Physiotherapist Relationships
DependencyIreciprocity
The extent to which doctors consider
physiotherapists as colleagues may be
a useful concept in attempting to ex-
plain some elements in referrals to
physiotherapists. Alternative explana-
tions are that the medical practitioners
do not know what would be under...
stood and of value to the theral?ist,
that they believe the therapist to De a
competent, autonomous practitioner to
whom they are delegating authority or,
that physiotherapists are not regarded
as colleagues by the medical profes-
sion, so time is not spent in maintain-
ing the relationship. In general, patient
flow (income potential) takes place
from the general practitioner or spe-
cialist to the therapist, not the reverse,
so that doctors may have little vested
in collegial relationships with thera-
pists" Yet it is collegial interest and
communication which most of the ther-
apists interviewed identified as a need,.
One therapist summarized this with the
words, 'my job satisfaction would be
higher if . . . the doctors were inter-
ested .in what I do with the patients'.
As part of his investigation into why
general practitioners do and do not
refer patients to manipulative thera-
pists,Friend (1986) asked medical
practitioners about reciprocity of re-
ferral. Eight (8.9070) indicated that they
referred to manipulative therapists be-
cause manipulative therapists referred
patients to them. As the primary con-
tact rate for physiotherapists rises, the
possibility of equal exchange between
medical practitioners and physiothera-
pists wilIalso rise. The therapist may
refer the patient to the medical prac-
titioner for example, for a course of
anti-inflammatory drugs. Should the
therapist become a source of revenue
for medical practitioners they may de-
vote greater attention to the develop-
mentandmaintenanceof collegial re-
lationships. During the unstructured
interview one therapist indicated that
such reciprocity was already in place.
Communication, case/oad manage-
ment and outcome feedback
For two therapists who worked in
close association with doctors, and
shared the premises, there were few
frustrations based on lack of >commu..
nication. Others reported strategies for
managing uncertainty in the referral
relationship. This uncertainty had two
sources: the first was related to gaining
and maintaining a satisfactory caseload
and the second to obtaining feedback
about the final outcome of patients
they had been treating.
Therapists reported the need to
maintain a high profile with their re-
ferringmedical practitioners to main-
tain their caseloads. One therapist
summed this up with the remark that
serendipitous meetings in the super-
market· were often followed by a spate
of new referrals. Some therapists re-
ported organizing visiting times to pri-
vatehospitals to co-incidewith the time
the specialists were visiting; another
mentioned some social contact through
golf clubs and two reported useful con..
tact at football clubs. Most practition-
ers (11 of the 16 interviewed) of both
sexes made it a policy to phone doctors
soon after they had discharged a pa-
tient or sent a patient for review and
this dealt with their need for feedback
as well as maintenance ofahigh pro-
file. However, two felt that this was
'poor form'.
Concern was also expressed about a
lack of feedback from medical prac-
titionersand patients as to the outcome
of treatment especially when thepa..
tient's problem had not been resolved.
The therapists expressed the need to
know what, for example, further tests
had revealed, or what kinds of treat...
ment intervention had finally been sue...
cessful. They viewed this as part of an
ongoing growth in their professional
knowledge. They generally dealt with
their need for feedback by writing let-
ters or calling the referring practition..
ers and three therapists reported that
they sometimes phoned the patient di-
rectly.
Despite the.ethical and legal. right to
professional autonomy, conflicts re-
main in the referral system. The nature
of these conflicts needs further des...
criptionand analysis. In general the
interviews suggest that physiotherapists
remain·dependent on the medical prac...
titioner forcaseload maintenance, and
for outcome feedback on some of their
clientele. '
The study method revealed that some
aspects of the physiotherapists' record-
ing which were of concern. Some ther-
apists had excellent systems and ade-
quate information was easily retrieved
but ·many systems had deficiencies.
Three therapists kept scant treatment
records other than records of attend...
ance .and payment and only four had
systems which were comprehensible
without interpretation. The most com..
monproblems were failure to docu-
ment treatment outcomes and to com-
plete discharge summaries. The
implications for quality of patient care
are clear. First, the data were not avail-
able· for research into clinical interven...
tions. Second, the therapists feedback
loop remained incomplete thus expos-
ing the therapist to biased decision..
making.
Summary and Implications
This study has established that pri-
mary contact practice is a significant
part of physiotherapy private practice
in Victoria. It has also confirmed the
belief that treatment decisions are.gen-
erally left to the therapist. However,
issues warranting further clarification
include the biassing effects of referral
and the training of primary contact
practitioners.
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The source of ,referral was shown to
be influential in predicting therapists'
decisions and thus a factor capable of
introducing bias into the therapists'
clinical decisions. The nature and ex-
tent of such bias has yet to be explored.
This study has not differentiated
betweep appropriate and uncritical ex-
ecution~\of treatment prescriptions. As
it is the physiotherapist who is ac-
countable for the client's management,
this is an important area for further
investigation.
Physiotherapists still demonstrated a
high level of dependency on medical
practitioners for caseload maintenance
and feedback about their patients al-
though this was a factor with high
variance. For the client presenting as
first contact, management independent
of the medical practitioner was the most
frequently reported behaviour. In,. the
context of the reported primarycotitact
rate, these findings have implications
for physiotherapy education in that at-
tentionmay need to be given to de-
veloping special skills in diagnostic
screening,self-evaluation and inter-
professional communication.
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